Abstract For people living with HIV and AIDS (PLWHA), life stress often undermines quality of life and interferes with medical care. Mindfulness training (MT) may help PLWHA to manage stress. Because standard MT protocols can be burdensome, we explored telephone delivery as a potentially more feasible approach. We used an innovative 360°qualitative inquiry to seek input regarding telephone-delivery of MT for PLWHA in advance of a planned intervention trial. We also sought input on a time-and attention-matched control. Twenty five HIV patients, providers and advocates, were recruited to five focus groups. Participants understood the construct of mindfulness and recognized its potential benefits for stress management and improving medication adherence. Patients preferred the term ''mindfulness'' to meditation. Telephone-delivery appealed to all patients but several challenges were raised. Topics for the control intervention included nutrition, sleep, and aging. The 360°approach allowed three groups (patients, providers, advocates) to influence intervention development.
Introduction
Living with HIV is often stressful [1] . Like many chronic illnesses, HIV requires regular medical care and faithful adherence to prescribed medications [2] . Further, because HIV is sexually transmitted, it creates unique stressors associated with interpersonal relationships (e.g., disclosure, sexual intimacy) [3, 4] . In addition, because HIV disproportionately affects people from impoverished backgrounds [5] , people living with HIV/AIDS (PLWHA) face additional stressors, including poverty [6] and food insecurity [7] . PLWHA are also more likely to be members of racial/ethnic and sexual minority groups who often face discrimination, stigma, isolation, and other stressors.
The deleterious effects of stress on health outcomes are well-established. In the context of HIV, life stress has been consistently associated with anxiety, depression, and substance misuse [3, 8] , undermining quality of life. Further, the distress associated with HIV as well as maladaptive coping with alcohol and other drugs undermine medication adherence [9, 10] and compromise immune function [11] , both of which can accelerate HIV disease progression.
Stress management interventions seek to help PLWHA to cope more adaptively with life stressors [12] [13] [14] . Recently, mindfulness-based interventions have been implemented in the context of chronic illness. Mindfulness training (MT) involves teaching people to focus their & Rochelle K. Rosen rrosen@lifespan.org attention on both internal (e.g., sensations, thoughts, emotions), and external (e.g., sounds) events unfolding in the present, in a non-judgmental way [15] . The cultivation of this particular way of paying attention can improve selfregulation and strengthen individuals' ability to avoid absorption in maladaptive mental patterns, behaviors, and emotional reactions, which can lead to depression and anxiety [16] [17] [18] . When mindfulness is used in daily life, it can allay some of the negative effects of stress. Indeed, MT has already been shown to be effective for management of stress with other chronic disease populations [19] . Clinical researchers have begun to explore the utility of MT in the context of HIV, most often to address stress and coping processes, affective responses, and overall quality of life [20, 21] . Riley and Kalichman [22] reviewed 11 preliminary studies of MT with PLWHA. The results from these early studies were encouraging, and suggested that MT may help to reduce emotional distress. Other possible benefits, such as promoting healthier behaviors, reducing sexual risk behaviors, or improving medication adherence have been less well-studied.
Two recent studies have addressed the use of mindfulness specifically to promote medication adherence. In one study with HIV-infected adults, an 8-week Mindfulness Based Stress Reduction (MBSR) program reduced patient reported symptoms and distress; however, no improvements in ART adherence were observed when compared to a wait list control group [23] . In a second study with HIVinfected youth, those receiving MBSR were more likely to have a lower viral load at follow-up (p = 0.04) compared to the control group, possibly because of ART adherence [24] . Thus, in these two studies, the effects of MT on adherence has been mixed. A third study is now under way to determine efficacy of MT on ART adherence among HIV-infected youth (ClinicalTrials.gov NCT02624193).
Overall, extant studies of MT in the context of HIV disease provide some evidence of benefit. However, many of these studies have been limited methodologically by small sample sizes, low numbers of female participants, non-random assignment, inadequate comparison conditions, and relatively short follow-ups. In addition, the feasibility of MT as typically implemented is questionable given the poor attendance and high attrition rates that have been observed [22, 25] . A likely explanation for the attrition observed in extant studies is the use of an intensive, group-based format that may be infeasible for many PLWHA; that is, the traditional mindfulness-based stress reduction protocol [15] involves attending group-based sessions for 8 weeks as well as a weekend workshop. Travel and attendance requirements may be particularly difficult for PLWHA, who are disproportionately low-income, and who may not have access to reliable transportation and/or child care. In addition, the expectation that trainees complete 45 min of daily mindful practice may seem initially overwhelming to many PLWHA.
Given these feasibility challenges, we were interested in exploring the adaptation of MT to the unique needs of PLWHA. One particularly promising alternative involves the delivery of MT via one-on-one telephone sessions, an approach that has been tried with other patient populations [26, 27] . Telephone delivery is appealing because it does not require internet access or smartphones and it reduces patient-related barriers such as transportation, childcare, and work conflicts. In addition, telephone delivery reduces the burden on HIV clinical sites for space and staffing. Telephone administration is also easily delivered and is likely to be more scalable compared to group-based and inperson instruction. One-on-one phone delivery allows for greater individualization (relative to group-based sessions), a feature that might appeal to beginning trainees and to persons living with a stigmatized medical condition. We were encouraged by a preliminary study that sampled patients with implantable cardioverter defibrillators, and that found that phone delivery of MT was well-accepted by patients (e.g., only 7% patients dropped out) and had encouraging results (i.e., lower anxiety scores) [26] . These results suggest the possibility of using telephone-based MT with PLWHA with less participant burden; however, no prior research has investigated telephone-delivered MT for medication adherence among PLWHA.
Prior to adapting an intervention for a new format and/or a new patient group, it is prudent to conduct preliminary research to determine if adjustments or modification are needed. Qualitative research, in particular, can help to reveal unique issues that may affect intervention acceptance and use [28] [29] [30] . Typically, such qualitative work is done with the target population; this is especially valuable when patients have some knowledge about the intervention or relevant experiences. However, when the intervention and the delivery method are novel, as we expect telephonedelivered mindfulness training to be, it can be helpful to also involve others (i.e., providers, patient advocates) who know the patient population well, to tailor the intervention.
Therefore, for the present research, we implemented a 360°qualitative inquiry to gain insight from multiple sources and perspectives. We invited PLWHA, infectious disease (HIV) physicians, non-physician HIV providers, and community-based HIV advocates to participate in focus groups to gain a more comprehensive understanding of how we would need to adapt phone-delivered MT for PLWHA. We interviewed patients, providers, and advocates because all perspectives were considered key to designing and conduction this research. Patients, of course, represented the target population for the intervention. Providers and advocates provide broad knowledge of the patient population they serve; some had years working with AIDS Behav (2017) 21:3194-3201 3195
PLWHA and could reflect on experience with scores of patients. They are also key gatekeepers for research trial participation in our clinic site because they connect patients with possible research opportunities. We wanted to know what they knew, and to partner with them as we developed an adherence intervention for their patient population. In addition, because we planned to conduct a pilot clinical trial to explore the feasibility and efficacy of telephone-delivered MT for PLWHA, we were also interested in receiving input on possible topics to be included in an ''attention control'' comparison condition. We used a semi-structured research agenda to elicit strategies for adapting the mindfulness intervention, finalizing the content and protocol of the control condition, and optimizing recruitment and retention efforts. This manuscript presents the results of this research to inform both the intervention adaptation and the planned trial.
Methods

Sampling and Recruitment
Five focus groups were conducted at an HIV clinic affiliated with an academic medical center between November 2015 and February 2016. The number of groups reflected what we expected would provide a balanced range of perspectives, stratified by role (i.e., clinicians, advocates, and patients) into groups that would be effective for discussion. We deliberately created groups of persons with similar training and/or experience with HIV. These were: (a) MD-level clinicians (b) non-MD clinicians (c) patient advocates (d) HIV patients who were involved in the local community advisory board (CAB) (e) HIV patients who were not involved in the CAB.
The first two groups consisted of HIV care providers: one with infectious disease physicians (n = 4), and a second with non-physician providers (i.e., nurses, social workers; n = 6). Next, we recruited HIV patient advocates (i.e., community-based case workers, outreach workers; n = 5). HIV providers and advocates were sent an email inviting them to participate based on referral from one of the clinic's physicians who was a Co-Investigator on the project. The remaining two focus groups consisted of (a) PLWHA who were members of a community advisory board (n = 4) and (b) patients recruited from the HIV clinic who were 18 years of age and older and had a detectable HIV-1 Plasma viral load (n = 6). Patient participants were recruited at the clinic during their scheduled medical appointments.
All participants completed informed consent prior to study participation and permission to approach patients was obtained from their physician prior to approach. All participants were compensated for their participation and food was provided during the focus groups. Demographic data were collected via self-administered questionnaires. The focus groups lasted approximately two hours. The Institutional Review Board of The Miriam Hospital approved this study.
Qualitative Focus Group Guide
A semi-structured research agenda was developed to guide focus group discussions consistent with recommendations for adapting an intervention using qualitative research [30] . Focus groups were led by a trained qualitative facilitator (a medical anthropologist), along with a co-facilitator from the research team and the project director who also served as the note taker. The agenda included specific objectives and questions tailored to each focus group, a script for introducing the research team and purpose of the study, and assurances regarding confidentiality. The agenda detailed topics that the researchers were most interested in learning about, along with prompts. Topics that were prioritized included (1) implementation of a mindfulness intervention (e.g., prior knowledge and/or understanding of mindfulness, ways to ''market'' the intervention, ways to adapt the intervention for PLWHA), (2) development of a health coaching (control) condition, and (3) determining how to deliver these interventions by telephone (e.g., patterns of telephone use and telephone-based intervention delivery). To better understand each of these areas, facilitators asked follow-up questions to further probe participant answers. Saturation was assessed after each focus group via a detailed debrief that considered whether we were learning anything new.
Data Analyses
All focus groups were recorded digitally. The recordings were transcribed upon completion of each focus group and checked for accuracy; study research numbers were used to identify speakers. Two members of the research team then reviewed these transcripts independently and recorded general concepts emerging from the data. The researchers met and agreed upon a set of initial codes, which included deductive codes drawn from research questions and the focus group agenda, and inductive codes representing concepts raised by the participants themselves. The codebook was revised continuously throughout the coding process. To ensure credibility, all transcripts were doublecoded and disagreements were resolved through discussions and revision of the codebook, as well as consultation with other members of the research team. Finalized codes, and the transcript passages assigned to them, were entered into NVivo 10 qualitative data management software [31] .
We conducted an Applied Thematic Analysis (ATA) of the focus group data [32] . ATA included reviewing key codes in aggregate, that is, all the transcript passages coded to a particular research node were reviewed. Summaries of those codes were written by the qualitative analysts (RKR and LM) and reviewed with the research team. From these data we sought to identify themes both within a particular topic (e.g., understandings of and reactions to the term ''mindfulness,'' feasibility of telephone delivery) and among the different participant types (i.e., providers, advocates, and patients). Summary statistics (means and standard deviations) were provided to describe the sample.
Results and Discussion
Across all groups, there were 25 participants. In the provider and advocate groups (n = 15), participants had between 1 to 28 years of experience working with PLWHA (M = 8, SD = 8); 53% reported their highest level of education a bachelor's degree, 13% master's, and 33% doctoral. Participants self-identified their race as White/ Caucasian (67%), Black/African American (13%), Asian (7%), and multiracial (7%); 13% identified as Hispanic.
In the patient groups (n = 10), participants included women (n = 3) and men (n = 7) who ranged in age from 34-79 (M = 54, SD = 13). The majority reported either a high school education/GED (n = 3) or vocational training following high school (n = 3). All participants reported that they were either not working outside of the house (n = 2) or on disability/unable to work (n = 8). Patient participants self-identified as non-Hispanic White (n = 5), African American (n = 2), Hispanic/Latino (n = 1), multiracial (n = 1), and other (n = 1). Most participants identified their relationship status as either single/never married (n = 4) or separated/divorced (n = 4).
Implementation of a Mindfulness Intervention
Terminology and ''Marketing''
A consistent concern that emerged in both the provider and advocate focus groups was that patients would have negative connotations associated with the term mindfulness. For example, one provider noted: ''I don't want to sound insulting, but mindfulness is sort of a loaded term. Who knows what that means? I'm not sure some patients are going to know what to do with that'' and an advocate stated ''I don't think that specific word means anything to the majority.'' Several providers and advocates suggested that we use the term ''stress reduction'' instead to appeal to patients at this clinic. For example, one provider suggested that, when recruiting patients for the study, ''you could certainly say mindfulness somewhere on the flier, but I think the word that pops out to people is stress, stress reduction. You know: Ways to manage … stress.'' A few of the community advocates agreed that patients are often focused on basic survival needs and that this makes it difficult for them to relate to mindfulness practice (e.g., ''I think working with clients that I have worked with in the past, mindfulness or stress reduction is not always in the forefront of their minds. The basic needs tend to be what they're focusing on'').
Many of the providers cautioned that the concepts of meditation and mindfulness might be unknown to PLWHA, and that limited exposure to meditation, or the lower education levels of some patients, could mean that the argot of mind-body interventions might be problematic: ''just the words themselves, they might not know what meditation means, or stress relief, or they don't even know what anxiety means, they just know they feel this is how I feel. They don't know there's a name to it. And to say, okay, we're gonna do a 'body scan'…they're gonna think they're goin' for an X-ray.''
In contrast, patients reported both an understanding of, and an interest in, mindfulness. A few also had prior exposure to mindfulness practices: ''When I go to my psychologist, she gave me these different programs you can put on YouTube. It has something to do with mindfulness and meditation.'' However, several patients expressed or agreed with the sentiment that ''for some reason, I'm really thrown off by the word 'meditation.''' Some suggested that the term ''scares people'' or was ''pretentious.'' The conversation included this interchange among three patients: Therefore, although the term mindfulness was not problematic for patients, the term meditation raised concerns about the concept of mindfulness that were similar to those raised by providers. Particularly revealing was this sentiment from another patient: ''I think, also, that if you put [together] a meditation group, and somebody goes in there and they try it, and they don't get to that place where everybody else in the room is getting, then you feel like you failed and you did something wrong and you're stupid.'' Concerns that were raised, such as (a) feeling stupid in a group engaging in a new and unfamiliar behavior (b) that the behavior itself is somehow targeted to other kinds of people (e.g., yoga moms and businessmen), and (c) that the language used to describe the behavior (e.g., meditation, body scan) is off-putting or obtuse, illustrate why a phonedelivered mindfulness program might be more appealing.
Understanding of Mindfulness as a Concept
Despite concerns about the terminology used to label the practice, participants across all categories consistently and correctly associated mindfulness with present moment awareness. 
Anticipated Benefits of Mindfulness Practice
Focus groups participants across categories also associated mindfulness with stress and anxiety reduction and improved coping. A provider defined mindfulness as ''being aware of your stress, being aware of your anxiety'' and another stated ''I think, you know, having a better -having better control over one's kind of ability to cope comes quickly to mind.'' One of the patients reported ''Being mindful, for myself, is trying not to make snap decisions in the heat of anger… Which is usually hurt feelings that I turn into anger because I don't want to show that you hurt me.'' Several participants also expressed expectations that mindfulness could improve medication adherence. For example, one of the providers noted that mindfulness would be helpful for his/her patients ''basically to make the patient understand better how their disease or their problems will affect them in order for them to make the appropriate changes or be compliant to the treatment that will make a difference.'' When asked what comes to mind when hearing the word mindfulness, one of the patients reported ''medicine adherence, being on it. I'm mindful that I should take my medications whenever I'm supposed to. I'm saying that from a personal sense…I'm thinking now, as you say that, that mindfulness for me is to be mindful of getting out of bed and taking my medication.''
Summary
Although the terms used to describe mindfulness differed among the providers, advocates, and patients, we found that most patients did understand the construct of mindfulness. Some patients agreed with the providers and advocates that the term meditation (not mindfulness) could be problematic because people would not know what it is, might feel that it was associated with religious beliefs, and that it could be intimidating or even off-putting. Despite these concerns, participants recognized the potential benefits of mindfulness for stress management, allaying anxiety, and improving medication adherence.
Health Coaching Topics
Another goal of the focus groups was to develop a timeand attention-matched control intervention. In addition to this important methodological challenge, it was critically important that we identify health topics that would be both interesting and relevant for PLWHA that would not target the key outcomes in a future randomized controlled trial. Thus, we sought to design a health coaching intervention that patients would benefit from and that could serve as a comparison (attention control) condition.
The health topic raised most often, and discussed at length in each focus group, was nutrition. In addition to providing general nutrition information, such as healthy carbohydrate and sugar consumption levels, participants also suggested topics like healthy eating for weight loss, as well as for HIV-related and other specific medical conditions (e.g., diabetes, congestive heart failure). Providers and advocates also stressed the importance of addressing food access issues, such as healthy food options for individuals who, due to financial constraints, often eat at fast food chains and soup kitchens and/or get their groceries at neighborhood corner stores, food banks, or food pantries.
Two other potential health topics that were discussed in each focus group were co-morbid medical conditions and sleep. The latter was raised in each group as a potential topic by the facilitator and participants endorsed it; several providers specifically suggested that sleep hygiene and insomnia were highly relevant topics for their patients and clients. Other potential health coaching topics that were endorsed in four or more of the five focus groups included: alcohol and other substance use, physical activity, and smoking cessation. The issue of aging with HIV was raised in a providers group, an advocates group, and discussed in some detail in one of the patient groups.
Summary
The enthusiastic response to the various nutrition topics, and the thoughtful advice about including healthy choices when eating out at fast food restaurants and soup kitchens, has been included in the health coaching sessions, as have physical activity and sleep hygiene. Details of the health coaching attention control condition, as well as design and methods for the entire study are published elsewhere [33] .
Intervention Delivery by Telephone
In each focus group we asked participants to think about the issues we might encounter in delivering mindfulness training (and health coaching) over the telephone. We explored whether and how providers/advocates already communicate with patients over the telephone; patient telephone use patterns, including the variety of telephone types and service plans; access issues, including limited minutes on mobile plans; and specific suggestions for a phone-delivered intervention.
Providers, advocates and patients all reported that most clinic patients rely on mobile (i.e., cell) phones but that the kinds of phones, and the ways they are used, varied. We heard that ''Obama phones'' (i.e., phones provided at no or limited cost to qualified low-income individuals) are very common among PLWHA. These phones have a limit of 250 min a month, and we heard several accounts of people running out of minutes, particularly at the end of a month. One patient said: ''there might be a large segment that cannot utilize the phone for whatever the reasons… that knocks out maybe a lot of HIV people… When I look around, I ain't got enough to put $10 or $20 to extend my [amount of minutes]. If you've got medical issues, it's used up just on prompts on a medical call and trying to get through''. Many participants suggested that weekly study phone calls would be difficult for users of these limited plans and advised that we consider ways to provide additional phone minutes.
Not all clinic patients have such limited plans and many own (more expensive and functional) ''smartphones.'' Others reported having more than one mobile phone with multiple, and sometimes changing numbers. Landlines, when people have them, were recommended for intervention delivery because using them is not dependent on available minutes, and because participants will be at home when they answer those numbers.
One advocate related challenges from a prior experience with weekly phone counseling: ''… a lot of times the feedback you would get is we called this person, they never answered. You know, they didn't have minutes, maybe the phone wasn't working, they didn't know who was calling.'' There were additional concerns about working by telephone; for example, one advocate stated: ''There's an issue with reliable phone numbers. There's a segment of our population, [for whom that is] no problem, but another segment where we can't even call them to tell 'em to come into see us, you know, because can't get ahold of 'em''. Other challenges that were anticipated included lost phones, not answering calls received from unrecognized numbers, and receiving calls at times or in places that are not conducive to a private conversation (e.g., when catching the bus, or in a homeless shelter).
The importance of building trust between participant and research staff was discussed at multiple focus groups with a high level of importance ascribed to it. As one patient aptly said: ''All of us like to be treated courteous and like we're individuals and to be looked at when we're spoken to and to feel like a person.'' Building rapport was identified as crucial for a phone-delivered intervention because, once established, this sense of connectedness would make it less likely for participants to ignore calls from study staff with whom they have a strong connection. In our training and supervision of mindfulness coaches, who come from a less clinical context, we have emphasized the importance of building an initial rapport.
Summary
The convenience of phone-delivered interventions was recognized, and some providers and patients already had experience with this delivery mode. However, all participants identified potential concerns that were likely to arise, including limited minutes, use of multiple phones, and changing phone numbers. The importance of establishing initial trust and rapport was seen as essential. To address these challenges, focus group participants made several recommendations including (a) establishing a pre-arranged and regular protected time for telephone appointments (b) setting up the telephones to recognize a call from the coaches, and (c) providing headphones so calls could be private and easier to hear. Nearly all agreed that establishing trust between a patient and a coach was essential.
Concluding Comments
This research was conducted with a small sample at a single site to guide development of a telephone delivered intervention. We labeled our method a ''360°inquiry,'' an AIDS Behav (2017) 21:3194-3201 3199 approach borrowed from industrial psychology [34] [35] [36] [37] , that refers to the use of multi-sources to solicit information to optimize workplace performance. In the fields of human resources, management and leadership development, a 360°approach places colleagues' perceptions of the person being reviewed alongside that person's own reflection. Self-ratings are considered along with ratings of peers, managerial superiors and those managed by the person being evaluated to deliberately reveal any discrepancies between these perspectives. In our approach, the person being evaluated is replaced by the research idea, in this case, the intervention being adapted. We also solicited feedback from those who surround our future intervention and its participants, paying attention to discrepancies among the various groups. Therefore, we sought input from clinicians (i.e., physicians, psychologists, nurses), HIV patient advocates (i.e., social workers, case managers), and persons living with HIV. Each group provided unique input; collating and integrating the input from these sources has helped the research team to make specific intervention development and marketing decisions, and avoid mistakes that reliance upon a single source may have triggered. The 360°approach revealed differences between providers and participants regarding the understanding of mindfulness. We found this especially interesting and helpful. The participants' perspectives are essential for marketing to and adapting the intervention for PLWHA. The provider perspectives help us understand the perspective of key gatekeepers for referral to the study, including their support of the approach and of its possible utility for this population. Of course, one challenge of this approach is reconciling differences between groups and determining which perspectives should receive priority for intervention adaptation. In this regard, we typically privileged patient preferences. A 360°approach can be particularly useful precisely because it can reveal when understandings are and are not aligned.
An additional benefit of the 360°approach is that is also allowed us to introduce the research project and the research team to clinic staff, clinicians, counselors and patients, several of whom serve on community advisory boards. Partnering with each of these groups has benefits that go beyond the practical experience and advice they share; it gives everyone from doctors to patients the opportunity to shape and improve our research and to partner with us by providing feedback and advice that shape intervention design and implementation. These two benefits make 360°formative research a valuable component of behavioral intervention development and design. We recommend this 360°inquiry method to others engaged in the development, implementation, and evaluation of behavioral interventions.
Prior research on MT with PLWHA has reported challenges with patient recruitment and retention [22, 25] . Therefore, in advance of a randomized clinical trial, an important goal of our research was to anticipate and proactively address these challenges. Our formative work helped us to develop, label, and market both a mindfulness intervention (i.e., the ''experimental'' intervention) and a time-and attention-matched health coaching intervention (i.e., the ''control'' intervention). Based on the formative research described in this report, we are using the language suggested by focus group participants (e.g., ''mindfulness'' instead of ''meditation''), anticipating and developing proactive solutions to the challenges of telephone-delivery, and providing topics in the health coaching control intervention that are most interesting and relevant to study participants. We anticipate that these plans will facilitate the recruitment and retention of participants, a need that is evident from prior research.
In conclusion, we expect that providing MT and health coaching with one-on-one telephone sessions will lessen the participation burden for those patients who would not attend a traditional in-person class due to barriers (e.g., transportation issues, discomfort attending group classes). Effective scheduling of telephone MT and health coaching sessions is important because PLWHA often have unpredictable and stressful lives, multiple medical and social service appointments, and non-private living conditions (e.g., homeless shelters) that require flexibility.
The information, strategies, and intervention topic ideas provided by participants directly shaped the two interventions and the delivery approach. Our innovative 360°a pproach generated a variety of practical and strategic suggestions about presenting mindfulness, interesting health coaching topics, and telephone delivery strategies. We are currently conducting a small RCT to evaluate the feasibility, acceptability, and efficacy of these interventions [33] , and look forward to reporting these results in a future paper.
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